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Abstract
Background: The deprived physical environments present in slums are well-known to have adverse health effects
on their residents. However, little is known about the health effects of the social environments in slums. Moreover,
neighbourhood quantitative spatial analyses of the mental health status of slum residents are still rare. The aim of
this paper is to study self-rated mental health data in several slums of Dhaka, Bangladesh, by accounting for
neighbourhood social and physical associations using spatial statistics. We hypothesised that mental health would
show a significant spatial pattern in different population groups, and that the spatial patterns would relate to
spatially-correlated health-determining factors (HDF).
Methods: We applied a spatial epidemiological approach, including non-spatial ANOVA/ANCOVA, as well as global
and local univariate and bivariate Moran’s I statistics. The WHO-5 Well-being Index was used as a measure of self-
rated mental health.
Results: We found that poor mental health (WHO-5 scores < 13) among the adult population (age ≥15) was
prevalent in all slum settlements. We detected spatially autocorrelated WHO-5 scores (i.e., spatial clusters of poor
and good mental health among different population groups). Further, we detected spatial associations between
mental health and housing quality, sanitation, income generation, environmental health knowledge, education,
age, gender, flood non-affectedness, and selected properties of the natural environment.
Conclusions: Spatial patterns of mental health were detected and could be partly explained by spatially correlated
HDF. We thereby showed that the socio-physical neighbourhood was significantly associated with health status, i.e.,
mental health at one location was spatially dependent on the mental health and HDF prevalent at neighbouring
locations. Furthermore, the spatial patterns point to severe health disparities both within and between the slums.
In addition to examining health outcomes, the methodology used here is also applicable to residuals of regression
models, such as helping to avoid violating the assumption of data independence that underlies many statistical
approaches. We assume that similar spatial structures can be found in other studies focussing on neighbourhood
effects on health, and therefore argue for a more widespread incorporation of spatial statistics in epidemiological
studies.
Background
The number of people living in slum communities has
been increasing rapidly in the megacities of developing
countries over the past 20 years [1]. Indeed, although
there are already at least one billion people living in
slums today, it is projected that this number will double
by 2030 [2]. Dhaka, the capital of Bangladesh, is one of
the fastest growing megacities in the world and in 2005,
approximately 3.4 million out of the city’s 12.6 million
inhabitants were living in slums [3,4]. Today, the city
comprises approximately 14 million inhabitants [4] with
more than 300,000 new migrants, mainly the rural poor,
moving to Dhaka each year [5,6]. Most of these new
immigrants initially concentrate in slums [7,8].
Slum settlements do not provide satisfactory infra-
structures such as adequate water supply or sanitary
facilities. Overcrowding, non-durability of housing, and
insecurity of tenure are common in these settlements
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reproduction in any medium, provided the original work is properly cited.[1,9,10]. To accomplish Target 11 of the United Nations’
Millennium Development Goals (namely, by 2020 to
have achieved a significant improvement in the lives of
at least 100 million slum dwellers) [11], public health
risk assessments are urgently required. Such assessments
need to consider the slum residents’ specific health pro-
blems that are related to the specific unhealthy socio-
physical environments in and around slums. While the
aetiology of diseases related to physical environments (e.
g., cholera due to poor sanitation facilities) is well
understood, health-promoting (or damaging) neighbour-
hood social and physical effects in slums are not [12,13].
In addition to studying diseases and symptoms, research
on the mental health of urban slum populations is also
of major importance, as mental and physical health
complements each other [1,14,15]. The results of such
assessments will support slum-upgrading strategies.
Epidemiological studies concerning public health in
Bangladesh and many other developing countries have
so far concentrated on comparing population groups (e.
g., residents of a slum community with residents of an
affluent urban area). Izutsu et al. [16] compared the
quality of life, mental health, and nutritional status of
adolescents from non-slum areas with those of adoles-
cents from Dhaka’s slums. Not surprisingly, slums were
associated with worse physical environment and poorer
quality of life, as well as gender- and area-specific men-
tal health problems when compared with non-slums.
Khan et al. [17] found that socioeconomic characteris-
tics, access to basic and health care facilities, and hous-
ing and physical environmental characteristics differed
remarkably among urban slums, the urban affluent, and
rural areas in and around Dhaka. A higher level of self-
rated poor health status was reported by inhabitants liv-
ing in slums and rural areas.
To our knowledge, no previous study has analysed (i)
the associations of neighbourhood socio-physical charac-
teristics with mental health, and (ii) the spatial variation
of mental health in urban slums of developing countries.
Therefore, we aimed to fill these gaps by investigating
mental well-being in selected slums of Dhaka. One well-
established approach for assessing the variation of men-
tal health is the WHO-5 Well-being Index [18], which is
a quick, reliable, and valid means for assessing psycholo-
gical well-being or depression [19-22]. The index is
quick because it contains only five questions, which are
fewer than other tools such as the Beck Depression
Inventory, comprised of 21 questions [23], the Centre
for Epidemiological Studies Depression Scale (CES-D)
[24] with 20 items, the General Health Questionnaire,
composed of 12 questions (GHQ-12), or the Patient
Health Questionnaire, composed of 9 questions (PHQ-
9) [25]. The WHO-5 was successfully applied in both
developed [25-28] and developing countries [19,29,30].
Although the WHO-5 was not yet validated in Bangla-
desh, it was found reliable and effective among elderly
Indian communities [19], which are socioeconomically
similar to Bangladeshi communities.
A spatial approach to mental health with a focus on
spatial structures and autocorrelation of the data pre-
vents a violation of the assumption of data indepen-
dence, biased coefficient estimates, and p-values biased
towards rejecting the null-hypothesis. Furthermore, a
spatial approach to epidemiological data leads to the
spatial estimation and presentation of health outcomes
with the aim of assessing health inequalities, generating
hypotheses, and estimating spatial variability in the
underlying risks for poor health [31]. Spatial epidemiolo-
gical analysis also enhances well-established techniques
such as regression analysis by explicitly addressing auto-
correlation. In recent years, spatial statistics have been
increasingly used for quantifying and assessing variations
in health status in a variety of studies. For example,
Demirel et al. [32] used a spatial autocorrelation analysis
to identify locations with high disease rates in Turkey;
Pouliou and Elliott [33] detected spatial clusters of over-
weight and obese populations in Canada; and Sugu-
maran et al. [34] used the Anselin Local Moran’s I
statistic to uncover spatial clusters of human West Nile
virus incidence at the county level in the continental
United States.
Such spatial analysis focuses on trends and factors on
a specific spatial scale, which, in our case, is embedded
in the urban context. Since mental health and physical
health are both interrelated [15] and frameworks for
mental health in urban slums are rare, we based on a
framework for urban health proposed by Gruebner et al.
[35], in order to interpret our findings. The framework
assumes that the urban context is defined by both physi-
cal and social environments that ultimately influence
urban health across all scale levels. The health dispari-
ties of residents living in distinct neighbourhoods within
slums may be due to varying socio-physical effects
between these neighbourhoods (e.g. neighbourhood
socio-economic status or environmental quality) and the
slum residents’ personal resources (e.g., personal socio-
economic status or housing quality). See Diez-Roux and
Mair [12] for evidence from non-slum neighbourhoods.
The goal of this study was to investigate the spatial
variability of self-rated mental health status for different
population groups in several slums of Dhaka, focussing
on the individual, household, and neighbourhood levels.
We investigated the hypotheses that mental health
shows a significant spatial pattern (e.g., spatial cluster-
ing) for different population groups, and that the spatial
patterns relate to spatially-correlated health-determining
factors (HDF), for example, housing quality or income
generation ability.
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t h a ta r ev e r yi m p o r t a n tf r o map u b l i ch e a l t hp o i n to f
view, but also combined two well-established methods
from two different disciplines. Moreover, we could gen-
eralise our findings in similar settings of developing
countries. Briefly, our spatial epidemiological approach
will enhance our understanding of specific factors con-
tributing to the health of slum residents.
Methods
Study design and variables
From March to April 2009, we conducted a cohort
study in nine Dhaka slum settlements (figure 1). In
total, 1,938 slum household members were interviewed
face-to-face by trained university graduates. Before
starting the interview, the aims of the survey were
explained and verbal consent from each respondent was
given. Although various types of information were col-
lected, only some relevant variables from the baseline
data were used for this study. We also used global posi-
tioning system (GPS) devices to record the location of
each household interviewed.
The WHO-5 was used as a measure of self-rated men-
tal health status. The brief screening instrument
assessed the indicators of depression by five questions
rated on a 6-point forced-choice Likert scale [36], from
0 to 5. The rates were summed to a range from 0 to 25.
Within that range, a raw score of < 13 suggested poor
well-being. Please refer to [18] for more details on the
WHO-5 questionnaire.
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Figure 1 Dhaka City, cohort study (2009) and corresponding slum settlements.
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test for the reliability of the WHO-5. For “self-rated
health”, we asked respondents how they would generally
rate their health, with the possible answers being “poor”
(coded as 1), “fair (2)”, “so-so” (3), “good” (4), and
“excellent” (5). As a third measure for health status, we
asked whether respondents had suffered from any dis-
ease in the three months prior to the survey, coded as 0
for yes and 1 for no. Generally, we coded all categorical
variables so that the higher values hypothetically indi-
cate a better health-related quality of life.
Explanatory covariates for the neighbourhood, house-
hold, and individual levels were taken from the above-
mentioned survey and from satellite data analysis. We
extracted 14 principal components from these covariates
to represent the socio-physical environment and indivi-
dual health knowledge and behaviour (table 1). The 14
identified health-determining factors (HDF) explained
59.5% of the variance in the data, ranging from 6.3%
(housing quality) to 3.4% (personal health knowledge).
Another 7 HDF were considered independent from the
14 principal components: community membership, bed
Table 1 Components of health-determining factors (HDF) used in this study
Housing quality
A higher monthly rent for the house (0.6), owning a gas burner (0.8), better construction materials (0.5), and also better-quality fuel for cooking (0.9)
contributed to a higher quality of housing. Hence, the first component was named ‘housing quality’, which explained 6.3% of the variance.
Population density
’Population density’ explained 5.2% of the variance and was constituted through a higher number of family members (0.8), a higher number of
persons sharing the same meals (0.7), and a higher number of persons living in the same room (0.7).
Smoking behaviour
Not smoking cigarettes (0.8), not smoking inside the room (0.8), and a small number of family members who smoke (-0.7) were correlated with the
component ‘smoking behaviour’, which explained 4.8% of the variance.
Access to basic services
A large distance to the nearest park area (-0.8), a short distance to the nearest river (0.5), owning an electric fan (0.6) and a better water supply (0.5)
correlated with this component, which we named ‘access to basic services’. Owning an electric fan was regarded as a substitute for having an
energy supply. This component explained 4.7% of the variance.
Household wealth
This component was correlated with owning a radio (0.6), owning a TV (0.6), owning a tape/CD/VCD (0.7) and the number of rooms (0.5). Having
more rooms increases, for example, the capacity to generate income by renting out extra rooms. All of these variables indicate the household’s
material wealth, so the component was named accordingly. It explained 4.3% of the variance. Note that e.g., the wealth index used by Rutstein and
Johnson [66] contained more factors than that of our study.
Natural environment
Larger amounts of vegetation 100 metres around the households (0.8), lesser amounts of surface water 100 metres around the households (-0.6) and
longer distances to the nearest major street (0.7) were correlated with the component ‘natural environment’, which explained 4.3% of the variance.
Flood non-affectedness
Longer distances to the nearest river (0.5), whether the area was regarded as flood non-affected (0.7), and whether the area had an adequate
drainage system (0.7) were correlated with this component, which explained 4.1% of the variance in the data.
Job satisfaction
Fewer working hours (-0.4), liking one’s job (0.7), and not thinking that the job is harmful to one’s health (0.8) were correlated with the component
‘job satisfaction’, which explained 4% of the variance.
Environmental health knowledge
Thinking that polluted, stagnant water and garbage near one’s house could spread disease and increase the risk of poor health (0.8) and that air
pollution is bad for one’s health (0.6) were found to be correlated with this component. We named it ‘environmental health knowledge’,a si t
reflects awareness that the environment can affect one’s health. This component explained 3.9% of the variance.
Income generation
A larger number of family members earning income (0.7), higher monthly family income (0.7), having a job contract (0.4), and working more hours a
day (0.2) were correlated with the component ‘income generation’. This component explained 3.7% of the variance.
Sanitation
A better toilet facility (0.7) and a better garbage disposal attitude (0.6) were correlated with the component ‘sanitation’, which explained 3.6% of the
variance.
Housing sufficiency
’Housing sufficiency’ was correlated with sufficient light in the house (0.6), whether the room was used for other purposes aside from living (0.7),
and whether the room was regarded as sufficient for one’s family (0.5). This component explained 3.6% of the variance.
Housing durability
Two variables, namely the household had a refrigerator (0.7) and the house was considered to be permanent (0.8) were correlated with a
component called ‘housing durability’, which explained 3.5% of the variance.
Personal health knowledge
’Personal health knowledge’ reflected awareness of personal behaviour and related health effects. Thinking that smoking tobacco is bad for one’s
health (0.7) and that physical exercise can be good for one’s health (0.7) was correlated with this component. It explained 3.4% of the variance.
Health-determining factors (HDF) and their correlated original variables were obtained from a principal component analysis (PCA). More details are available from
the authors.
Gruebner et al. International Journal of Health Geographics 2011, 10:36
http://www.ij-healthgeographics.com/content/10/1/36
Page 4 of 15n e tu s a g e ,e d u c a t i o n ,m a r i t al status, migration back-
ground, age, and gender.
Sampling strategy for slums
Approximately 4,900 slum settlements in Dhaka were
identified by the Centre for Urban Studies (CUS) in
2005 [3]. We established minimum threshold values of
500 households and six acres per slum to select compar-
able slum settlements from the CUS survey. To achieve
an adequate geographical distribution of the slum settle-
ments, we subsequently selected administrative units
that usually did not neighbour each other. In units with
more than one slum, we randomly selected one of these
settlements. We adapted our selection to account for
slums in which the residents were evicted, or those con-
verted into affluent residential areas or open spaces
since the CUS survey in 2005.
Sampling strategy for participants
To calculate the minimum sample size N [equations 1
and 2, 37] needed to gain a representative sample, we
estimated the number of families within each of the slum
settlements (npop) with the help of local residents and
community leaders who verified these values, such that
ninf =
q2(p)(1 − p)
d2 , where (1)
ninf = sample size based on the assumption of an infi-
nite background population,
q = quantile value of the normal distribution for the
selected confidence level,
p = probability of selecting an individual with a certain
health status (e.g., WHO-5 score < 13),
d = acceptable margin of error as a percentage, and
N =
ninf
(1 −
ninf
npop
)
, where
(2)
N = sample size (for a finite population), and
npop = size of the population.
In our study we used a 95% confidence level and an
error margin of d = 6%. Because it was not possible to
run a pilot study to determine an estimate for p,w e
used a 50% probability of choosing the “right” individual
(p = 0.5). To calculate the sampling rate r, we divided
the number of families in the slum by the sample size.
We then interviewed every r
th household. When it was
not possible to identify an interview partner at a house-
hold, we proceeded to the subsequent one and thereby
achieved the target sample size.
Spatial statistics for epidemiological studies
We used a spatial epidemiological approach to detect
and explain spatial clusters of WHO-5 scores of urban
slum residents (cf. figure 2). We started with a (non-
spatial) analysis of variance/covariance (ANOVA/
A N C O V A )a c r o s sa l ls l u m st oi d e n t i f yd i f f e r e n c e s
between the slums and to find correlations of WHO-5
scores with age, gender, and other self-rated health out-
comes. All subsequent spatial analyses were performed
for each slum separately. We focussed on adult slum
residents (age ≥15 years) and separated the sampled
population in two ways. For the first, we separated the
sample population into female and male groups, and for
the second, we separated sampled slum residents by age
- young adults (15-44 years), middle-aged adults (45-64
years), and older adults (65 and more years) - classified
according to the WHO [38]. In the slum-specific spatial
analysis, we dropped the older-adult age group because
of its small sample size.
Spatial autocorrelation analysis was applied to sum-
marise the degree to which persons with a similar health
status tend to occur next to each other (i.e., form spatial
clusters) [39]. We therefore concentrated on global clus-
tering rather than on globally-dispersed patterns. Multi-
variate spatial correlation analysis was used to gain
information on the extent to which values for the well-
being of one person (zf)o b s e r v e da tag i v e nl o c a t i o n
show a systematic (more than likely under spatial ran-
domness) association with another variable (zg) observed
at the “neighbouring” locations. This multivariate spatial
correlation can be considered in addition to or instead
of the usual (non-spatial) correlation between two vari-
ables at the same location [40].
Spatial autocorrelation statistics depend on the defi-
nition of neighbourhood relationships through which
the spatial configuration of the sampled subpopulation
was defined prior to analysis. Because they can influ-
ence the results [41], we explored various neighbour-
hood definitions. First, we used 30-, 60- and 90-meter
fixed-band definitions, which treat every observation
p o i n ti n s i d et h a ts e a r c hr a d i u sa san e i g h b o u r .S e c o n d ,
we used the k-neighbour approach, which treats the
nearest k observations as neighbours. We used k values
of 3, 5, and 10. For both approaches, we used a binary
weight matrix to assign weights to the neighbours.
This binary weight matrix assigns a weight of unity for
neighbours and zero for non-neighbours. The spatial
patterns were investigated by global measures that
allowed for spatial clustering tests. For example, in
cases of positive spatial autocorrelation, spatially clus-
tered patterns point to the attraction and prevalence of
either poor or good well-being. Local indicators of spa-
tial association were applied to indicate the type (e.g.,
well-being or housing quality, described as either poor
or good) and locations of clusters within the settle-
ments [42]. All spatial analyses were performed in
GeoDa [43].
Gruebner et al. International Journal of Health Geographics 2011, 10:36
http://www.ij-healthgeographics.com/content/10/1/36
Page 5 of 15Global univariate spatial autocorrelation
We applied Moran’s I [44,45] to account for the global
spatial autocorrelation of similar and dissimilar WHO-5
scores of the nine slums of Dhaka. For the Moran’s I
statistic, the sum of covariations between the sites for
the distance d(i,j) was divided by the overall number of
sites W(di,j) within the distance class d(i,j).T h u s ,t h e
spatial autocorrelation coefficient for a distance class d
(i,j) was the average value of spatial autocorrelation at
that distance. The Moran’s I statistic for spatial autocor-
relation is defined as follows [46]:
I =
n
Sp
n 
i=1
n 
j=1
Wij(yi − y)(yj − y)
n 
i=1
(yi − y)2
, where (3)
n = the sample size,
Wi,j =

1 ifsitesi,jareneighbours
0o t h e r w i s e

= row-standar-
dised spatial weights matrix of sites i and j,
Sp =
n 
i=1
n 
j=1
Wi,j = sum of the number of sampling loca-
tions per distance class,
yi = the value at site i (e.g., the WHO-5 scores).
The actual value for Moran’s I was then compared
with the expected value under the assumption of com-
plete randomisation:
E(I)=−
1
n − 1
. (4)
Moran’s I values may range from -1 (dispersed) to +1
(clustered). A Moran’s I v a l u eo f0s u g g e s t sc o m p l e t e
spatial randomness. To verify that the value of Moran’s
I was significantly different from the expected value, we
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Figure 2 Spatial epidemiological approach used for this study. Parallelograms stand for statistical processes, rhombuses for selection criteria
and rectangles for outcomes.
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permutations to achieve highly significant values. Data
values were reassigned among the N locations, providing
a randomised distribution against which one may judge
the observed value. If the observed value of I was within
the tails of this distribution, there was significant spatial
autocorrelation in the data, and the assumption of inde-
pendence among the observations could be rejected
[47]. We then selected for the mental health outcomes
for each population group and chose from the nine
slums the neighbourhood with the highest Moran’s I for
further bivariate analysis.
Global bivariate spatial correlation
A bivariate coefficient of spatial correlation between two
standardised random variables yk and yo is defined as
follows [48]:
mko = y 
kWsyo, (5)
where yk = [xk − xk]/δk and yo = [xo − xo]/δo have been
standardised such that the mean is zero and the stan-
dard deviation equals one, and W
s is a doubly-standar-
dised spatial weight matrix as described above.
Multivariate spatial correlation thus focuses on the
extent to which values for one variable yk observed at a
given location show an association with another variable
yo observed at the neighbouring locations [40]. This
yields the following multivariate counterpart of a
Moran-like spatial autocorrelation statistic [40]:
Iko =
y 
kWyo
y 
kyk
. (6)
In this manner, we tested the 21 HDF for spatial cor-
relations with mental health. The significance of this
bivariate spatial correlation was assessed, as in the uni-
variate case, by means of a randomisation approach [42].
Local univariate spatial autocorrelation
We then calculated the local univariate Moran’s I for
WHO-5 scores (and also for HDF) with the identified
best neighbourhood (as described above) and respective
population group. This allowed us to implement global
measures that allow for spatial patterning tests over the
whole study region, which test for statistically significant
local spatial clusters, including the type and location of
these clusters. We concentrated on the Anselin Local
Moran’s I statistic, which is calculated as follows [41,42]:
Ii(d)=
(yi − y)
1
n
n 
i=1
(yi − y)2
n 
i=1
Wij(d)(yy − y), where (7)
Wij(d) is the row-standardised weights matrix given a
local neighbourhood search of radius d. The neighbour-
hood definitions were the same as the global statistics
that were applied (i.e., distance and k-neighbours).
Assuming complete randomisation, the expected value
of E(Ii) is as follows [46]:
E(Ii)=
−1
n − 1
n 
j=1
Wi,j. (8)
Unlike the global Moran’s I, which has the same
expected value for the entire study area, the expected
value of local Moran’s I varies for each sampling loca-
tion because it is calculated in relation to its particular
set of neighbours [42]. We calculated the significance of
the local Moran’s I using a randomisation test on the Z-
score with 9,999 permutations to achieve highly signifi-
cant values [46]:
Z(Ii)=
[Ii − E(Ii)]

Var(Ii)
. (9)
Positive spatial autocorrelation occurs when, for exam-
p l e ,W H O - 5s c o r e so fr e s i d e n t sl i v i n gi no n el o c a t i o n
are surrounded by similar WHO-5 scores of other resi-
dents in neighbouring locations (low-low - LL, high-
high - HH), thus forming a spatial cluster. Negative spa-
tial autocorrelation appears when high WHO-5 scores
are surrounded by low WHO-5 scores (HL) and vice
versa (LH) (i.e., when spatial outliers occur) [42].
Because equation 5 does not indicate whether a cluster
consists of high or low values, the original WHO-5
scores at the sample points are used for classification
into LL, HH, LH or HL.
Local bivariate spatial correlation
In a next step, we calculated the bivariate Moran’s I for
the WHO-5 scores (and also HDF) for the best neigh-
bourhood and population group. Using a similar ratio-
nale as in the original development of local indicators of
spatial association (LISA) [42], the numerator in equa-
tion (6) can be decomposed into the contributions of
the individual observations [40]. For the traditional uni-
variate Moran’s I autocorrelation statistic, the local ver-
sion was termed a local Moran’s statistic; its
multivariate generalisation can be defined as follows
[40]:
Ii
ko = yi
k

j
wijy
j
o, (10)
using the same notation as before. This statistic pro-
vides an indication of the degree of linear association
(positive or negative) between the values for one variable
yk at a given location i, yi
kand the average of another
variable yo at neighbouring locations j, y
j
o. A greater than
indicated similarity under spatial randomness suggests a
spatially similar cluster in the two variables. A dissimi-
larity greater than spatial randomness would imply a
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ables [40]. The significance of the statistic was assessed
by means of the permutation approach.
Results
Variations in well-being among population groups and
slums
We found that poor well-being (WHO-5 scores < 13)
among the adult population (age ≥ 15 years) was predo-
minant in all slums. Ignoring spatial structures and
assuming normally distributed errors, an ANOVA/
ANCOVA analysis showed that the WHO-5 scores for
males and females did not significantly differ (p = 0.21),
but age had a significant negative effect (regression coef-
ficient of -0.06 per year of age, p < 0.001).
WHO-5 scores were positively related with self-rated
health (regression coefficient 1.99, p < .001) and with ‘not
having had a disease in the three months preceding the
survey’ (regression coefficient 1.92, p < 0.001).
Furthermore, WHO-5 scores differed significantly
between some slums (p < 0.001, cf. figures 3, 4). All pre-
dictors had low predictive power. Even the model with
the slum, age, and gender predictors explained only 14%
of the variance.
Spatial patterns of well-being
We found the strongest global spatial clustering when
the three nearest (sampled) neighbours were considered
in the analysis (mean distances ranging from 9 to 11.4
meters). Beguntila and Bishil/Sarag were among the set-
tlements with the highest values (cf. table 2). In Begun-
tila, spatial clustering of well-being was most significant
(p < 0.001) among the young adult age group. Within
this age group, good well-being was positively associated
with housing quality and male gender. Furthermore, we
detected a negative association between well-being and
‘natural environment’ (cf. table 3). In Bishil/Sarag, the
strongest and most significant (p < 0.001) global spatial
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Figure 3 Box plot for gender groups across slums.
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Page 8 of 15clustering was detected among males. These clusters
were positively associated with housing quality, sanita-
tion, and environmental health knowledge; however,
they were negatively associated with ‘natural environ-
ment’, a regression factor including the amount of vege-
tation and water around households, as well as the
distances to streets (cf. table 1). To some extent, we also
found that spatial clustering among females in Bishil/
Sarag was positively associated with flood non-affected-
ness, housing quality, and education, as well as being
negatively associated with age. Within Bishil/Sarag, we
also found spatial clustering to be additionally correlated
with income generation among young adults. In Abdul-
lapur East and Kunipara, we found spatial clustering of
W H O - 5s c o r e so n l yw h e nu s i n gal a r g en e i g h b o u r h o o d
of the 10 nearest neighbours of respondents (mean dis-
tances ranging from 35 to 57 meters). In addition, we
found that within slums and within population groups,
the strength and significance of spatial autocorrelation
differed with the type of neighbourhood relation. For
example, spatial autocorrelation among males in Bishil/
Sarag decreased when more neighbours or longer
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Page 9 of 15distances were considered in the analysis; the same was
true among young adults in Beguntila (table 2). There-
fore, the global univariate Moran’s I of the response
variable (WHO-5 scores) reflect the spatial variation at
the scale of the settlements. Focussing on health-deter-
mining factors (HDF) with the global bivariate, Moran’s
I revealed a similar spatial pattern at the scale of the set-
tlements (cf. figure 5).
Local cluster maps derived using Anselin’s Local Mor-
an’s I statistic (local univariate Moran’s I) [42] were
used to calculate the type and location of the clusters
detected. Because clustering was strongest and most
Table 2 Global univariate Moran’s I values for different neighbourhood relationships
Neighbourhood
relationship
Beguntila Bishil/Sarag Abdullapur
East
Kunipara Adabar Buhiapara
Young
adults
Males Females Young
adults
Middle aged
adults
Females Middle aged
adults
Young
adults
Total
sample
Nearest neighbours
3 nn 0.16* 0.19** 0.12* 0.12* . . . . .
(8.5) (11.4) (10.8) (9)
5 nn 0.16** 0.17** . 0.1* . . . . .
(10.4) (14.7) (11.6)
10 nn 0.13** 0.01*** . . . 0.06* 0.09* . .
(14.2) (20.5) (35.2) (57)
Fixed distance
30 m 0.1*** . . . . . . . .
60 m 0.05** 0.13*** . 0.05** . . . . .
90 m . 0.12*** . 0.03* 0.09** . . 0.02* 0.02*
Significance levels: < 0.001 ‘***’, < 0.01 ‘**’, < 0.05 ‘*’, > 0.05 ‘.’
Global Moran’s I values for those slums and population groups which were significant under a Monte Carlo test with 9,999 permutations (p < 0.05). We only
report positive Moran values, i.e., those revealing global spatial clustering. For nearest neighbour-based distances, we report in parentheses the average distance-
per-slum in metres. Note that the strongest values occur with three nearest neighbours. We thus used this neighbourhood relationship in the subsequent
bivariate Moran’s I analysis.
Table 3 Global bivariate Moran’s I values for the three nearest neighbours
Scale level Health-Determining Factor Beguntila Bishil/Sarag
WHO-5 scores ~ Young adults n = 115 Young adults n = 170 Females n = 104 Males n = 122
Global univariate
Moran’s I for WHO-5 scores
0.16* 0.12* 0.12* 0.19**
Neighbourhood level
physical environment
’Natural Environment’
Flood non-affectedness
-0.19***
.
-0.16***
0.13**
.
0.13*
-0.21**
.
Household level
physical environment
Housing quality
Basic services
Household wealth
Sanitation
Housing sufficiency
Housing durability
0.13*
.
.
.
.
.
0.19***
.
.
.
.
.
0.14**
.
.
.
.
.
0.3***
.
.
0.18***
.
.
Household level
social environment
Population density
Job satisfaction
Income generation
.
.
.
.
.
0.1*
.
.
.
.
.
.
Individual level Smoking behaviour
Environmental HK
Personal HK
Community member
Using bed net
Education
Married
Migrant
Age
Gender
.
.
.
.
.
.
.
.
—
0.12*
.
0.09*
.
.
.
.
.
.
—
.
.
.
.
.
.
0.11*
.
.
-0.12*
—
.
0.13*
.
.
.
.
.
.
.
—
.
Significance levels: < 0.001 ‘***’, < 0.01 ‘**’, < 0.05 ‘*’, > 0.05 ‘.’, not applicable ‘—’
HK: Health knowledge
The table displays health-determining factors that are significantly (p < 0.05) spatially correlated with mental health (WHO-5 scores) of those population groups
and slums in which strongest global spatial clustering of WHO-5 scores were found (cf. Table 2). Note that the WHO-5 scores among males in Bishil/Sarag are
clustered most strongly, and there is a strong spatial correlation with ‘natural environment’ and housing quality in this population group.
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Page 10 of 15significant in Bishil/Sarag, we concentrate on this slum
in the following analysis. We found that for this settle-
ment, well-being among males was spatially structured
in the west and east, with poor well-being localised pre-
dominantly in the western area and good well-being in
the eastern part of the settlement (cf. figure 6). Further-
more, the local bivariate Moran’s I statistic revealed that
low WHO-5 scores were associated with poor housing
quality in the western part of Bishil/Sarag, whereas high
WHO-5 scores and better housing quality were clus-
tered in the east. ‘Natural environment’ was found to be
negatively correlated with well-being: in the western
area, a higher amount of ‘natural environment’ could be
found, together with poor well-being clusters (results
not shown). In contrast to the spatial clustering of
males, both patterns of good and poor well-being
appeared among females in the western part of Bishil/
Sarag (results not shown).
Discussion
Individual characteristics such as age or gender are asso-
ciated with health and give rise to a unique spatial
structure among the health status of different popula-
tion groups. Although gender was (surprisingly) not
associated with mental health in our non-spatial
ANOVA, we investigated spatial structures separately
and found different spatial patterns for both groups,
which supports our first hypothesis. When defining the
three nearest (sampled) neighbours as a neighbourhood,
we provided evidence that clustered households/respon-
dents contrast strongly with other households/respon-
d e n t st h a ta r en o ti nt h a tc l u s t e rb yh a v i n gb e t t e ro r
poorer well-being. Hence, it can be stated that first,
there are substantial health inequalities in slums.
Secondly, the investigated patterns show a spatial depen-
dence of well-being at one location on the well-being of
a neighbouring location. A possible explanation is that
Figure 5 Moran’s I values for males in the slum settlement Bishil/Sarag. Significant global univariate and bivariate Moran’s I values for
mental health (WHO-5 scores) and spatially-correlated health-determining factors are shown for different nearest neighbours. Note that the
Moran values decrease as the number of neighbours increases.
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Page 11 of 15good mental health in a neighbourhood may support
salutary effects in the social fabric, and vice versa [49].
Focussing on our second hypothesis, our study showed
that the association between individual characteristics
such as age or gender and mental health status in slums
is often indirect and can be heavily influenced by other
factors such as neighbourhood socio-physical character-
istics. These factors shape the distinct vulnerabilities
and the resilience of residents towards ill health. The
example of Bishil/Sarag showed that the spatial distribu-
tion of poor housing quality was correlated with the
spatial distribution of poor well-being and vice versa.
Thus, we not only provided evidence that the well-being
of slum residents is associated with certain HDF in the
same households, but that well-being is also associated
with HDF prevalent in the immediate neighbourhood of
a respondent’s home. In other words, neighbourhood
clusters, which constitute significantly better or poorer
well-being in comparison to the other households of a
slum, also comprise similar HDF that are related to
their respective health status.
The rapid urban expansion of Dhaka has facilitated a
huge loss of prime agricultural areas and wetlands [50],
which are generally known to provide important provi-
sioning and regulation ecosystem goods and services
(ESS) that can support health in a variety of ways [14].
Goods and services such as climate regulation, air and
water purification, or outdoor recreation [51], can be
thought of as being related to physical HDF at the
municipal and neighbourhood level [35]. In Dhaka,
water retention areas have been increasingly lost due to
the widespread practice of earth in-filling while building
ground construction. The loss of ESS regulation, com-
bined with poor infrastructural planning, has thus led to
deteriorating living conditions and increased environ-
mental risks, particularly the risk of flooding [52]. It is
consequently quite understandable that not being
affected by flooding was found to be positively asso-
ciated with mental health in our study.
Having large areas of vegetation in the nearby neigh-
bourhood often increases the health-related quality of
life, for example, by reducing heat stress induced
through a local urban heat island effect [53-55]. Further-
more, urban green and park areas are typically consid-
ered to be recreational facilities for urban residents
[56,57]. In Dhaka’s slums, vegetation cover is scarce,
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between nearby green areas and mental health. How-
ever, many of those areas that we had expected to
improve living conditions and thus mental health,
turned out to be low-lying and regularly flooded areas.
Combined with poor sanitation, open waste water drai-
nage and garbage disposal, such vegetation patches
increase the risk for infectious diseases (e.g., diarrhoea).
In Bishil/Sarag we identified an example for a local
negative association between high values of ‘natural
environment’ and well-being among males in the wes-
tern part of the settlement. Bishil/Sarag represents the
situation in most slums in Dhaka where the open areas
are particularly heavily polluted. Our analysis thus iden-
tified environmental disservices rather than services. In
contrast, good housing quality is positively correlated
with health by reducing the risk of asthma and other
respiratory conditions, injuries, and psychological dis-
tress, as well as by supporting child development [58].
Likewise, poor sanitation is correlated with the risk of
infectious diseases and symptoms; for example, gastroin-
testinal diseases or respiratory diseases may arise
because of factors such as poor ventilation [58]. Expo-
sure to the socio-physical environment is thus deter-
mined by socio-economic status (SES), which defines a
large part of a household’s resilience [59] in response to
a health threat [60-62]. However, we could only further
identify a spatial association of mental health with
income generation ability, but not with household
wealth. Within Dhaka’s slums and considering spatial
dependencies, SES thus seems to be best described by
housing quality and sanitation. At the individual level,
mental health was positively associated with environ-
mental health knowledge, mainly in Bishil/Sarag. This
association may reflect the person’s awareness of envir-
onmental threats and eventual adaptation strategies. The
fact that the spatial clustering of mental health among
females was negatively associated with age and positively
correlated with education is also in accordance with
prior results commonly found in non-spatial analyses
[16,62-64].
In our study, the strength of spatial clustering
decreased when more of the nearest neighbours or higher
distances to the neighbours of respondents were consid-
ered for spatial autocorrelation analysis. This was demon-
strated by the mental well-being among males in Bishil/
Sarag, but could also be revealed by the HDF for this
population group. This spatial pattern could also be veri-
fied among other population groups within the same
slum and in Beguntila. Overall, it can be stated that such
spatial patterns point to small-scale effects within the
slums, indicating that autocorrelation effects and the spa-
tial effects of HDF take place at short distances. More-
over, our results provide evidence that model outcomes
are sensitive to different definitions of neighbourhood
relation. Considering that spatial patterns of health status
uncover health disparities and provide the basis for
further analysis, our study helps to determine the feasibil-
ity of using a particular statistical method to avoid violat-
ing the assumption of data independence that underlies
most non-spatial statistical approaches [39,41,65]. For
subsequent analyses on health and the environment in
the spatially autocorrelated settlements, any statistical
model used has to be extended to account for the parti-
cular spatial dependence in the data. Identifying an
appropriate neighbourhood relationship for a variety of
spatial analysis methods is thereby a crucial endeavour.
Limitations
The analysis of the spatial autocorrelation of mental
health in and between slums was challenging for several
reasons. One of the challenges included obtaining a
representative sample in Dhaka’s slums because of the
high population density and poor accessibility of the
slum households. It was almost impossible to achieve a
geographically well-distributed set of sample points
representing all slum residents within the slums.
Furthermore, the nine slums selected for the analysis
m a yn o tf u l l yr e p r e s e n ta l l~ 4 , 9 0 0r a t h e rs m a l ls l u m
clusters in Dhaka. Second, the WHO-5 Well-being
Index had never been tested with slum residents, and
validation studies for its reliability are highly recom-
mended. Third, we might have missed some influential
HDF in our model (e.g., air pollution, social capital, or
accessibility to health care facilities), which would thus
result in rather weak spatially-correlated mental health
patterns in the slums. Fourth, the bivariate Moran’s I
statistic suggested a linear relationship between well-
being and the covariates, which might not mirror the
true relationship between the variables. Furthermore,
the bivariate model did not control for other effects like
gender and age, and interactions between the covariates
were not yet incorporated within the model. However,
our research presents a method to account for the rela-
tionship between health and the environment in a spa-
tial epidemiological model.
Conclusions
A d d i n gt ot h ee x i s t i n gl i t e r a t u r eo np u b l i ch e a l t hi n
slums, we were able to contribute empirical evidence for
the local variation of well-being in selected slums of
Dhaka. We conclude that the WHO-5 Well-being Index
is an easy-to-use and quickly assessed measure for men-
tal health in slums. The WHO-5 scores were positively
correlated with other health outcomes such as ‘self-rated
health’ and negatively with ‘having had a disease’.
When defining the three nearest (sampled) neighbours
as a neighbourhood, we provided evidence that identified
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being in comparison to the other households of a slum,
and further, that these clusters comprise similar neigh-
bourhood socio-physical characteristics that are related
to the respective mental health status. Moreover, we pro-
vided evidence that spatial dependencies are sensitive
towards the spatial relationships i.e., the definition of the
neighbourhood under investigation.
Knowledge of the spatial distribution and structure of
one’s health status helps us to understand a commu-
nity’s social fabric and its related health-determining
factors, but most importantly, it allows for a more effi-
cient and effective spatial allocation of scarce resources
to target the alleviation of poverty and the improvement
of living standards. Because our methodology provides
evidence for spatial dependencies in epidemiological
data, it might lead to more sophisticated spatial epide-
miological models that create a deeper understanding of
functional relationships between health and the environ-
ment. In addition to examining health outcomes, our
methodology can also be adapted to investigate regres-
sion residuals and thus help avoid the violation of data
independence that underlies many statistical approaches.
Spatial epidemiological models could thus lead to
improved rationales for public health interventions and
might strengthen policy significance. This type of
approach is of vital relevance in developing specific stra-
tegies for improving the lives of slum dwellers in Dhaka
and in comparable settings worldwide.
We argue for a more widespread use of spatial epide-
miological approaches in similar public health studies
because we assume that our conclusions are relevant for
other studies in the slums of developing countries.
Acknowledgements
The authors would like to thank the German Research Foundation (DFG) for
funding the research project INNOVATE under the DFG priority programme
1233 “Megacities-Megachallenge - Informal Dynamics of Global Change” (HO
2568/5-2). We are grateful to our cooperating partners at the Centre for
Urban Studies (CUS), Dhaka University, Bangladesh University for
Environment and Technology (BUET), and Jahangirnagar University. We
further thank Pedro J. Leitão and Michael Höhle for their thoughtful
comments on the manuscript. Finally, we thank all of the students who
helped us to conduct the survey.
Author details
1Geomatics Lab, Geography Department, Humboldt-Universität zu Berlin,
Germany.
2Department of Public Health Medicine, University of Bielefeld,
Germany.
3Department for Computational Landscape Ecology, UFZ-
Helmholtz Centre for Environmental Research, Germany.
4Leibniz Institute of
Agricultural Development in Central and Eastern Europe (IAMO), Germany.
Authors’ contributions
OG carried out the cohort study, designed the paper, performed statistical
analyses and drafted the manuscript. MMHK designed and carried out the
cohort study and helped interpret the findings. SL and DM participated in
the design of the paper and guided the statistical analysis and
interpretation. AK and PH obtained the grant, designed the overall
framework and coordination, and helped to draft the manuscript. TL helped
in designing the manuscript and revised it critically. All authors read and
approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 19 January 2011 Accepted: 20 May 2011
Published: 20 May 2011
References
1. UN-Habitat, (Ed.): State of the World’s cities 2008/9: Harmonious Cities.
London, UK: Earthscan; 2008.
2. Riley LW, Ko AI, Unger A, Reis MG: Slum health: Diseases of neglected
populations. BMC Int Health Human Rights 2007, 7:2.
3. CUS (Centre for Urban Studies), NIPORT (National Institute of Population
Research and Training), MEASURE Evaluation: Slums of Urban Bangladesh:
Mapping and Census, 2005 Dhaka, Bangladesh and Chapelhill, USA; 2006.
4. United Nations: World Urbanization Prospects. The 2009 Revision New York:
United Nations Department of Economic and Social Affairs Population
Division (DESA); 2010.
5. Afsar R: Rural-urban migration in Bangladesh: causes, consequences, and
challenges University Press; 2000.
6. World Bank: Dhaka: Improving Living Conditions for the Urban Poor The
World Bank; 2007.
7. Angeles G, Lance P, Barden-O’Fallon J, Islam N, Mahbub AQM, Nazem N:
The 2005 census and mapping of slums in Bangladesh: design, select
results and application. International Journal of Health Geographics 2009,
8:32.
8. Islam N: Dhaka Now, Contemporary Urban Development Dhaka: Bangladesh
Geographical Society (BGS); 2005.
9. Satterthwaite D: Coping with rapid Urban Growth. RICS Leading Edge Series
2002.
10. UN-Habitat: Slums of the world: The face of urban poverty in the new
millennium? Nairobi; 2003.
11. United Nations: The Millennium Development Goals Report 2009 New York;
2009.
12. Diez-Roux AV, Mair C: Neighborhoods and health. In Biology of
Disadvantage: Socioeconomic Status and Health. Volume 1186. Oxford:
Blackwell Publishing; 2010:125-145, Annals of the New York Academy of
Sciences]..
13. Harpham T: Urban health in developing countries: What do we know
and where do we go? Health & Place 2009, 15:107-116.
14. Corvalán C, Hales S, McMichael A, Assessment ME, Organization WH:
Ecosystems and human well-being: health synthesis World Health
Organization; 2005.
15. Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR, Rahman A: No
health without mental health. The Lancet 2007, 370:859-877.
16. Izutsu T, Tsutsumi A, Islam AM, Kato S, Wakai S, Kurita H: Mental health,
quality of life, and nutritional status of adolescents in Dhaka,
Bangladesh: Comparison between an urban slum and a non-slum area.
Social Science & Medicine 2006, 63:1477-1488.
17. Khan M, Krämer A, Gruebner O: Comparison of Health-Related Outcomes
between Urban Slums, Urban Affluent and Rural Areas in and around
Dhaka Megacity, Bangladesh. Die Erde 2009, 140:69-87.
18. WHO-Five Well-being Index (WHO-5). [http://www.who-5.org/].
19. Barua A, Kar N: Screening for depression in elderly Indian population.
Indian J Psychiatry 2010, 52:150-153.
20. Bonsignore M, Barkow K, Jessen F, Heun R: Validity of the five-item WHO
Well-Being Index (WHO-5) in an elderly population. European archives of
psychiatry and clinical neuroscience 2001, 251:II27-31.
21. Delaney L, Doyle O, McKenzie K, Wall P: The Distribution of Well-Being in
Ireland. Geary Institute, University College Dublin 2007.
22. Newnham EA, Hooke GR, Page AC: Monitoring treatment response and
outcomes using the World Health Organization’s Wellbeing Index in
psychiatric care. Journal of Affective Disorders 2010, 122:133-138.
23. Kerr LK, Kerr LD: Screening tools for depression in primary care. The
effects of culture, gender, and somatic symptoms on the detection of
depression. Culture and Medicine 2001, 175:349-352.
24. Rahman O, Rollock D: Acculturation, Competence, and Mental Health
Among South Asian Students in the United States. Journal of Multicultural
Counseling and Development 2004, 32:130-142.
Gruebner et al. International Journal of Health Geographics 2011, 10:36
http://www.ij-healthgeographics.com/content/10/1/36
Page 14 of 1525. Henkel V, Mergl R, Kohnen R, Maier W, Möller H, Hegerl U: Identifying
depression in primary care: a comparison of different methods in a
prospective cohort study. BMJ 2003, 326:200-201.
26. Awata S, Bech P, Yoshida S, Hirai M, Suzuki S, Yamashita M, Ohara A,
Hinokio Y, Matsuoka H, Oka Y: Reliability and validity of the Japanese
version of the World Health Organization-Five Well-Being Index in the
context of detecting depression in diabetic patients. Psychiatry and
Clinical Neurosciences 2007, 61:112-119.
27. Kessing LV, Hansen HV, Bech P: General health and well-being in
outpatients with depressive and bipolar disorders. Nord Journal of
Psychiatry 2006, 60:105-156.
28. Liwowsky I, Kramer D, Mergl R, Bramesfeld A, Allgaier AK, Pöppel E,
Hegerl U: Screening for depression in the older long-term unemployed.
Social Psychiatry and Psychiatric Epidemiology 2009, 44:622-627.
29. Momtaza YA, Ibrahima R, Hamida TA, Yahayaa N: Sociodemographic
predictors of elderly’s psychological well-being in Malaysia. Aging &
Mental Health 2011, 15:437-445.
30. Saipanish R, Lotrakul M, Sumrithe S: Reliability and validity of the Thai
version of the WHO-Five Well-Being Index in primary care patients.
Psychiatry and Clinical Neurosciences 2009, 63:141-146.
31. Elliott P, Wakefield JC, Best NG, Briggs DJ, (Eds.): Spatial epidemiology:
methods and applications. Oxford: Oxford University Press; 2006.
32. Demirel R, Erdogan S, Sozen MA: Determination of High Risk Regions of
Human Brucellosis in Turkey Using Exploratory Spatial Analysis. Turkiye
Klinikleri Tip Bilimleri Dergisi 2009, 29:25-35.
33. Pouliou T, Elliott SJ: An exploratory spatial analysis of overweight and
obesity in Canada. Preventive Medicine 2009, 48:362-367.
34. Sugumaran R, Larson S, DeGroote J: Spatio-temporal cluster analysis of
county-based human West Nile virus incidence in the continental
United States. International Journal of Health Geographics 2009, 8:43.
35. Gruebner O, Staffeld R, Khan MMH, Burkart K, Krämer A, Hostert P: Urban
health in megacities: extending the framework for developing countries.
IHDP update (Magazine of the International Human Dimensions Programme
on Global Environmental Change) 2011, 40-49.
36. Likert R: A Technique for the Measurement of Attitudes. Archives of
Psychology 1932, 140.
37. Bartlett JE, Kotrlik JW, Higgins CC: Organizational Research: Determining
Appropriate Sample Size in Survey Research. Information Technology,
Learning, and Performance Journal 2001, 19:43-50.
38. WHO (World Health Organization): International Classification of Diseases:
1975 Revision Geneva; 1977.
39. Waller L, Gotway C: Applied Spatial Statistics for Public Health Data Hoboken,
New Jersey; 2004.
40. Anselin L, Syabri I, Smirnov O: Visualizing multivariate spatial correlation
with dynamically linked windows. In New Tools for Spatial Data Analysis:
Proceedings of the Specialist Meeting; Santa Barbara. Edited by: Anselin L,
Rey S. Center for Spatially Integrated Social Science (CSISS), University of
California; 2002:.
41. Schabenberger O, Gotway CA: Statistical Methods for Spatial Data Analyses
Boca Raton; 2005.
42. Anselin L: Local Indicators of Spatial Association - LISA. Geographical
Analysis 1995, 27:93-115.
43. Anselin L: GeoDa 0.9 User’s Guide. Book GeoDa 0.9 User’s Guide 2004,
GeoDa 0.9.5i edition..
44. Moran PAP: The interpretation of statistical maps. Journal of the Royal
Statistical Society Series B 1948, 10:243-251.
45. Moran PAP: Notes on Continuous Stochastic Phenomena. Biometrika 1950,
37:17-23.
46. Fortin MJ, Dale M: Spatial Analysis. A Guide for Ecologists Cambridge; 2006.
47. Cliff AD, Ord JK: Spatial Processes: Models and Applications London; 1981.
48. Wartenberg D: Multivariate spatial correlation: A method for exploratory
geographical analysis. Geographical Analysis 1985, 17:263-283.
49. Gee GC, Payne-Sturges DC: Environmental Health Disparities: A
Framework Integrating Psychosocial and Environmental Concepts.
Environ Health Perspect 2004, 112.
50. Griffiths P, Hostert P, Gruebner O, der Linden Sv: Mapping megacity
growth with multi-sensor data. Remote Sensing of Environment 2010,
114:426-439.
51. MA (Millenium Ecosystem Assessment): Ecosystems and Human Well-being:
Synthesis Washington D.C.: Island Press; 2005.
52. Caldwell B: Global Environmental Change, Urbanization and Health. The
case of rapidly growing Dhaka. IHDP update (Magazine of the International
Human Dimensions Programme on Global Environmental Change) 2004, 8-9.
53. Bowler DE, Buyung-Ali L, Knight TM, Pullin AS: Urban greening to cool
towns and cities: A systematic review of the empirical evidence.
Landscape and Urban Planning 2010, 97:147-155.
54. Burkart K, Schneider A, Breitner S, Khan MH, Krämer A, Endlicher W: The
effect of atmospheric thermal conditions and urban thermal pollution
on all-cause and cardiovascular mortality in Bangladesh. Environmental
Pollution 2011.
55. Uejio CK, Wilhelmi OV, Golden JS, Mills DM, Gulino SP, Samenow JP: Intra-
urban societal vulnerability to extreme heat: The role of heat exposure
and the built environment, socioeconomics, and neighborhood stability.
Health & Place 2011, 17:498-507.
56. Alberti M: Advances in Urban Ecology: Integrating Humans and Ecological
Processes in Urban Ecosystems New York; 2009.
57. Galea S, Freudenberg N, Vlahov D: Cities and population health. Social
Science & Medicine 2005, 60:1017-1033.
58. Vlahov D, Freudenberg N, Proietti F, Ompad D, Quinn A, Nandi V, Galea S:
Urban as a Determinant of Health. Journal of Urban Health 2007, 84:16-26.
59. Villagrán De León JC: Vulnerability: A Conceptual and Methodological
Review. (SOURCE) Studies Of the University: Research, Counsel, Education -
Publication Series of UNU-EHS 2006, 4:64.
60. Aneshensel CS: Toward Explaining Mental Health Disparities. J Health Soc
Behav 2009, 50:377-394.
61. Galea S, Ahern J, Nandi A, Tracy M, Beard J, Vlahov D: Urban
neighborhood poverty and the incidence of depression in a population
based cohort study. Ann Epidemiol 2007, 17:171-179.
62. Ompad D, Galea S, Caiaffa W, Vlahov D: Social Determinants of the Health
of Urban Populations: Methodologic Considerations. Journal of Urban
Health 2007, 84:42-53.
63. Khan MM, Kraemer A: Socio-economic factors explain differences in
public health-related variables among women in Bangladesh: A cross-
sectional study. BMC Public Health 2008, 8:254.
64. Rahman MO, Barsky AJ: Self-reported health among older Bangladeshis:
How good a health indicator is it? Gerontologist 2003, 43:856-863.
65. Bivand RS, Pebesma EJ, Gomez-Rubio C: Applied Spatial Data Analysis with R
Berlin, New York: Springer; 2008.
66. Rutstein SO, Johnson K: The DHS Wealth Index Calverton, Maryland: ORC
Macro; 2004.
doi:10.1186/1476-072X-10-36
Cite this article as: Gruebner et al.: A spatial epidemiological analysis of
self-rated mental health in the slums of Dhaka. International Journal of
Health Geographics 2011 10:36.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Gruebner et al. International Journal of Health Geographics 2011, 10:36
http://www.ij-healthgeographics.com/content/10/1/36
Page 15 of 15